patellar decompression in anterior knee pain. 9, 16) However, there are a limited number of studies on anterior knee pain after TKA with patellar hypertension. In this study, we aimed to confirm through long-term follow-up the effect of patellar decompression in preventing anterior knee pain after TKA without resurfacing and to investigate the possible complications.
METHODS

Patients
The study was conducted retrospectively by reviewing plain radiographs, medical records, and patient interviews. We conducted this study in compliance with the principles of the Declaration of Helsinki. The design and protocol of this retrospective study were approved by the Institutional Review Board of Kosin University Gospel Hospital (IRB No. 2019-04-020). Written informed consents were waived since this study was conducted retrospectively. Among patients who underwent primary TKA (Duracon; Howmedica, Rutherford, NJ, USA) after diagnosis of advanced osteoarthritis (Kellgren-Lawrence grade 4) at our institution from January 2004 to December 2010, 121 patients who were followed up for more than 7 years were included in this study. The exclusion criteria were history of systemic inflammatory disease, any disease causing lower extremity pain (e.g., herniated disc, spinal stenosis, and arteriosclerosis obliterans), and/or signs or symptoms of infection during follow-up. Patients who underwent TKA with and without patellar decompression were classified as the study group and control group, respectively. Patient data are shown in Table 1 .
Surgical Procedure
All operations were done by a single surgeon (JS). All surgical approaches were performed with a midline skin inci- Values are presented as median (range), number (%), or mean ± standard deviation. sion and mid-vastus approach (Fig. 1) . The desired angle was 8° valgus. A posterior cruciate ligament-retaining cemented implant was used in all patients (Duracon, Howmedica). Patellar resurfacing was not performed in any cases. In the study group, we first performed osteophyte removal of the patellar rim. Then, we used a 3.5-mm drill to drill the patella via the fat pad under tissue protection in a parallel pattern (Fig. 2 ). Four to six holes were drilled parallel to the leg axis in the patella (Fig. 3) .
Evaluation
We conducted a patient interview and used a simple clinical anterior knee pain rating to assess anterior knee pain.
9)
The interview included following questions on the presence of pain, limitation of activity, and the need for additional surgery: (1) 
RESULTS
A total of 121 patients were followed up for more than 7 years after TKA. There were no statistically significant differences in demographics between the study and control groups (Table 1) . Postoperative radiographs were assessed Values are presented as number (%).
Fig. 2.
We used a 3.5-mm drill to drill the patella via the fat pad under tissue protection in a parallel pattern. Fig. 3 . Patellar decompression and osteophyte removal were performed. for knee alignment, patellar tilt, and patellar height, and no significant differences were found between the groups. Follow-up radiography was performed every year until the last follow-up. There were no complications such as patellar fracture, osteonecrosis, and subluxation. The prevalence of anterior knee pain was 12.7% in the study group and 18.0% in the control group at 2 years after surgery (Table 2) , showing no statistically significant differences between groups (p = 0.42). However, the number of patients with patellofemoral osteoarthritis grade II or over was significantly lower in the study group (p = 0.03). The prevalence of anterior knee pain was 18.3% in the study group and 24% in the control group at 7 years after surgery (Table 3) , showing no statistically significant differences between groups (p = 0.45). The number of patients with patellofemoral osteoarthritis grade II or over was not statistically significantly different between groups at 7 years after surgery (p = 0.11).
The mean knee score improved from 43.25 points (range, 5 to 75 points) to 89.04 points (range, 70 to 100 points) in the study group and from 44.62 points (range, 10 to 75 points) to 85.24 points (range, 65 to 95 points) in the control group. The mean knee score was higher in the study group, but the difference was not statistically significant (p = 0.18). The postoperative mean knee function score was 76.42 points (range, 25 to 100 points) in the study group and 73.53 points (range, 20 to 100 points) in the control group, showing no statistically significant difference (p = 0.33). 
DISCUSSION
The principle finding of this study is that patellar decompression performed by using a 3.5-mm drill could reduce postoperative anterior knee pain in the early postoperative period, but the effect decreased in the long-term followup. Anterior knee pain after TKA is one of the most common complications. Many studies have focused on the structural characteristics to prevent this complication. Surgical methods suggested in these studies include patellar osteotomy, distal realignment procedure, and patellar resurfacing, but their effect remains controversial. [13] [14] [15] A previous study conducted at our hospital introduced the concept of increased intraosseous pressure and patellar hypertension, which have been reported as one of the causes of anterior knee pain.
9) Some studies have reported that an impaired venous drainage induces intraosseous hypertension. 16, 17) Schneider et al. 16) reported that if the venous pathway of the patella is impaired, patellar drilling leads to the immediate reduction of intraosseous pressure and pain relief.
In this study, we focused on the pathophysiologic factors of anterior knee pain and suggested patellar decompression as a solution. If anterior knee pain arises from patellar hypertension after TKA, it can be solved by patellar decompression. In the literature, anterior knee pain has been reported in 8%-50% of cases after TKA. [1] [2] [3] [4] Patellar resurfacing is the most commonly used method, but the results are controversial and can lead to complications such as patellar replacement component wear, loosening, fractures, and osteonecrosis (Table 4) . 9, 14, 18, 19) In this study, there were no complications such as fracture or osteonecrosis after patellar decompression during follow-up, which is consistent with the findings of previous reports on patellar decompression.
9)
The prevalence of anterior knee pain at two years after surgery was similar to that reported by Lee et al. 9) In both studies, compared to the group without patellar decompression, the group with patellar decompression had a greater number of patients with less than moderate pain at 2 years after surgery. However, in our study, there was no statistically significant intergroup difference in anterior knee pain at 7 years' follow-up. This is different from the result of Lee et al. 9) The reason for this difference may be attributable to the fact that the average follow-up period of Lee's study was approximately 60 months. On the basis of our 7-year follow-up results, we think that the effect of patellar decompression is maintained for up to 5 years, but the effect decreases thereafter.
This study has some limitations. First, there are few studies on the effect of patellar decompression; thus, comparison of the results was limited. However, patellar decompression is considered an effective technique in reducing anterior knee pain because it can be performed by drilling during primary TKA without the need for additional procedures. Second, because the intraosseous pressure was not directly measured in this study, there were some limitations in demonstrating the effectiveness of patellar decompression.
Patellar nonresurfacing in TKA can be performed during primary TKA without an additional incision. This procedure can reduce anterior knee pain in the early postoperative period. In conclusion, patellar nonresurfacing TKA can be a relatively safe and simple procedure with fewer complications, but its effect on relief of anterior knee pain appears to decrease in the long term.
